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The finding that people of Chinese heritage tend to emphasize somatic rather than
psychological symptoms of depression has frequently been discussed in the culture and
mental health literature since the 1970s. Recent studies have confirmed that Chinese
samples report more somatic and fewer psychological depression symptoms compared to
“Western” samples. The question remains, however, as to whether or not these effects
are attributable to variation in all the constituent symptoms or to a subset. If the latter,
there is the additional possibility that some symptoms might show a divergent pattern.
Such findings would have implications for how cultural variations in symptom presentation
are interpreted, and would also inform the cultural study of affective experiences more
broadly. The current study addressed these issues in Chinese (n = 175) and Euro-Canadian
(n = 107) psychiatric outpatients originally described by Ryder et al. (2008). Differential
item functioning (DIF) was used to examine whether specific somatic and psychological
symptoms diverged from the overall patterns of cultural variation. Chi-square analyses
were used to examine atypical somatic symptoms (e.g., hypersomnia), previously
neglected in this literature. No DIF was observed for the typical somatic symptoms,
but Euro-Canadians reported greater levels of atypical somatic symptoms, and showed
higher rates of atypical depression. DIF was observed for psychological symptoms—the
Chinese reported high levels of “suppressed emotions” and “depressed mood,” relative
to their overall psychological symptom reporting. Chinese outpatients also spontaneously
reported “depressed mood” at similar levels as the Euro-Canadians, contrary to prevailing
ideas about Chinese unwillingness to discuss depression. Overall, the findings provide
a more nuanced picture of how culture shapes symptom presentation and point toward
future studies designed to unpack cultural variation in narrower subsets of depressive
symptoms.
Keywords: depression, Chinese, Euro-Canadian, symptom presentation, differential item functioning,
cultural-clinical psychology
The finding that people of Chinese heritage tend to empha-
size somatic rather than psychological symptoms of depres-
sion has frequently been discussed in the interdisciplinary
literature on culture and mental health. Indeed, this phe-
nomenon is among the most well-known examples of cul-
tural variation in psychopathology, central to the shift toward
“the new cross-cultural psychiatry” in the late 1970s and
1980s (Kleinman, 1977, 1982) and also as a spur to devel-
opments in cultural-clinical psychology (Ryder et al., 2011;
Ryder and Chentsova-Dutton, 2012). Many explanations have
been proposed and, in recent years, cross-national evidence
for Chinese somatization—and “Western psychologization”—
has been established (Parker et al., 2001a; Ryder et al., 2008).
Nonetheless, our understanding of this phenomenon remains
limited.
One issue is that most research in this area has focused on
broad symptom sets, rather than individual symptoms. While
symptom sets facilitate the development of psychometrically
robust measurement instruments, there is a tendency to inter-
pret the results as pertaining to all somatic and psychological
symptoms. Recent research suggests that such generalization
may be premature. In a follow-up study using Ryder and col-
leagues’ (2008) data, Zhou and colleagues (2011) confirmed
that Chinese outpatients had a higher self-reported tendency
to focus on somatic symptoms when depressed compared to
Euro-Canadian outpatients. At the same time, however, these
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same Chinese outpatients had a lower self-reported tendency to
focus on somatic symptoms when anxious. Claims that Chinese
patients focus on the body in general, or deny emotions in gen-
eral, miss out on the more nuanced picture that is emerging from
the literature.
The work of Zhou and colleagues (2011) compares depression
to anxiety; what would happen were similar qualifications and
exceptions to be found within the domain of depressive symp-
toms? One important distinction between symptom scales and
other psychometric instruments is that the individual items con-
vey clinically important information. For example, items consti-
tuting an interdependent self-construal scale are important to the
extent that they contribute to a total score that validly measures
interdependent self-construal; whether a particular respondent
endorses a particular item is rarely considered. For symptom
measures, in contrast, each item is important as a specific rep-
resentation of a respondent’s experience. Our understanding of
somatization or psychologization may be changed markedly if we
find that certain symptoms do not follow the expected cultural
pattern, especially if that symptom is central to our understand-
ing of what depression is – we would describe the phenomenon
differently, assess it differently, perhaps even explain and treat
it differently. The current study aims to move in precisely this
direction.
“CHINESE SOMATIZATION”
Chinese somatization has primarily attracted attention due to
a contrast with the supposed “Western” emphasis on psycho-
logical symptoms. Kleinman (1982) inaugurated this line of
inquiry in his original field study, which employed anthro-
pological and psychiatric research methods in examining 100
Chinese patients diagnosed with neurasthenia. This diagnos-
tic category overlaps with depression but emphasizes somatic
symptoms, including fatigue, sleep problems, and muscle pain;
the diagnosis was commonly used in China at the time (Ryder
and Chentsova-Dutton, 2012). The study’s most remarkable
finding was that although somatic complaints were central
to the patients’ reported distress, 87 out of the 100 patients
could be re-diagnosed as having some form of depression
based on criteria in the Diagnostic and Statistical Manual of
Mental Disorders (3rd Edn.; DSM-III; American Psychiatric
Association, 1980). Kleinman’s work became sufficiently well-
known that his findings have been invoked to help explain the
remarkably low rates of depression reported in China during
this time (Parker et al., 2001b; Ryder and Chentsova-Dutton,
2012).
Before delving further into more recent empirical findings,
the term “somatization” merits some critical examination. As
noted by a number of scholars and mental health practition-
ers, the term “somatization” can refer to a number of different
phenomena (e.g., Kirmayer and Robbins, 1991; Kirmayer and
Young, 1998; Simon et al., 1999). To begin with, there is the
confusion between somatization as somatoform disorder, som-
atization as an aspect of hypochondriasis, and somatization as a
mode of symptom presentation (Kirmayer and Robbins, 1991).
This last form of somatization—“presenting somatization”—is
our focus here, and can be broken down further. First, it can be
understood as a form of help-seeking behavior, whereby patients
with psychological distress tend to emphasize somatic complaints
when describing their symptoms. This tendency may be observed
when somatic symptoms are perceived as providingmore effective
access to health care resources and/or when psychological symp-
toms are perceived as stigmatizing. Second, it can be understood
as “somatosensory amplification,” emphasizing the association
between depression and medically unexplained somatic symp-
toms. According to this view, bodily sensations are experienced
as particularly intense and disturbing among certain psychiatric
patients (Barsky, 1992), which can give rise to higher rates of
somatic symptom reporting. Third, it can be understood as the
exclusive reporting of somatic symptoms, accompanied by the
denial of any psychological distress.
Simon and colleagues (1999) directly tested these three
approaches to presenting somatization among 1146 patients
across 14 countries on 5 continents, including China. They found
that multiple unexplained somatic symptoms were common
among all centers and the balance of psychological and somatic
symptoms was similar across sites. These authors concluded that
there were no systematic differences in levels of somatization
based on the second and third definitions outlined above. In con-
trast, it was found that there was considerable variation in somatic
symptom presentation across research sites when using the first
definition of somatization, regarding the emphasis on somatic
symptoms when seeking medical services. Specifically, patients
attending walk-in centers with no ongoing relationship with a
physician were more likely to report somatic symptoms as com-
pared to those who were visiting their regular family physician.
The authors concluded that cultural differences in “somatiza-
tion” can essentially be understood in the context of symptom
presentation, rather than as a denial or lack of psychological
symptoms.
This idea that somatic symptom emphasis represents a cul-
turally shaped pattern of symptom presentation rather than an
inability to experience or describe psychological symptoms has
been supported by cross-national clinical studies. Parker and col-
leagues (2001a) found that a greater percentage of Malaysian
Chinese outpatients, as compared to Euro-Australian outpatients,
nominated a somatic symptom as their primary presenting com-
plaint, 60% vs. 13%. At the same time, however, both groups
endorsed a number of both somatic and psychological symptoms
on a self-report symptom inventory, with neither group show-
ing an exclusively somatic nor psychological symptom profile. In
the most recent cross-national clinical study to address this topic,
Ryder and colleagues (2008) found that Chinese outpatients were
significantly more likely to report somatic symptoms on unstruc-
tured and structured interviews than their Euro-Canadian coun-
terparts; however, there was no difference in somatic symptom
reporting on a self-report questionnaire. The group difference on
the unstructured interview was markedly reduced in a follow-
up analysis that controlled for demographics. In short, the only
situation in which Chinese patients were clearly more likely to
emphasize somatic symptoms was when an unfamiliar clinician
interviewed them in a structured way, once again supporting
the notion that aspects of the patient role can shape symptom
reporting.
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The inclusion of somatic symptoms in theDSM diagnostic cri-
teria for major depression, along with empirical evidence from
the depression and somatization literature, suggest that the pre-
sentation of somatic symptoms in the context of depression is
by no means unique to any one cultural context. Chinese som-
atization is best seen as a matter of symptom emphasis, rather
than a presentation pattern that excludes or denies psychologi-
cal symptoms. However, it is worth noting at this point that the
very concept of somatization rests on the cultural assumption
that psychological symptoms are more central to depression than
somatic symptoms. It is equally as legitimate to study the phe-
nomenon of “Western psychologization” as it is to study “Chinese
somatization” (Ryder and Chentsova-Dutton, 2012). Indeed, the
two cross-national studies discussed above (Parker et al., 2001a;
Ryder et al., 2008) report similar findings regarding a “Western”
tendency to emphasize psychological symptoms of depression.
The authors of both studies noted a stronger and more consis-
tent cultural group difference in the reporting of psychological
symptoms as compared with the reporting of somatic symp-
toms. This raises the possibility that differences in psychological
symptom reporting may represent an even more pronounced cul-
tural variation than differences in somatic symptom reporting,
and suggests that “Western psychologization” warrants further
study.
Our discussion so far suggests that somatic and psychological
symptoms represent two symptom sets that can be endorsed to
different degrees by respondents from different cultural groups.
When examining these two broad symptom categories, however,
the question arises as to the role that each individual symptom
plays in driving overall cultural group differences in symptom
presentation. As discussed earlier, this question is important
given that each symptom is itself a clinically important aspect
of a respondent’s experience and is potentially relevant to how
we understand the cultural variations under consideration. In
contrast to earlier studies, which have only examined clinical pre-
sentation at the level of these broad symptom sets, the current
analyses are specifically designed to investigate variation in the
reporting of individual symptoms. We are interested in exam-
ining whether the symptoms that fall under these two broad
symptom categories show consistent differences between Chinese
and Euro-Canadian outpatients, or whether the observed cul-
tural variations are better explained by a particular subset of
symptoms.
Having provided a general overview of the Chinese somati-
zation literature and introduced the focus of the current study,
the remaining introductory sections will serve to further situ-
ate this work. We will first provide a brief commentary linking
the current work with the emerging field of cultural-clinical psy-
chology (Ryder et al., 2011; Ryder and Chentsova-Dutton, 2012).
Next, we will consider some problems that may arise with the
current method of only looking at broadly defined symptom cat-
egories. We will then review evidence found in previous studies
that sparked our interest in studying cultural variation at the level
of individual symptoms. Finally, since the study’s central research
question is tested using a statistical technique called differential
item functioning, we will introduce this technique and provide a
brief discussion of the rationale for its use.
SOMATIZATION, PSYCHOLOGIZATION, AND
CULTURAL-CLINICAL PSYCHOLOGY
Our discussion of the somatization and depression literature
to this point has been primarily concerned with the value of
incorporating a cultural perspective into the study of clinical phe-
nomena; we have not directly addressed the related question of
what cultural researchers might gain from clinically-focused work
such as the current study. As Ryder and colleagues (2011) have
emphasized, “[r]esearch in cultural–clinical psychology should
tell us something new about the cultural contexts under study, not
just the pathologies” (p. 962). Keeping this requirement in mind,
we will briefly discuss someways in which the questions addressed
in the current study, as well as themethodology employed, are rel-
evant to cultural psychology researchers who are not necessarily
concerned with clinical research per se.
Emotion researchers generally study only one or a small
number of emotional states at a time, and the psychological
and somatic aspects of affective experience are rarely examined
together (e.g., see Dzokoto, 2010). Studying a syndrome such
as depression, which is constituted by a number and variety of
symptoms, forces us to examine a constellation of mental and
bodily states at once. Such work can thereby offer important
lessons to cultural researchers, by emphasizing the co-occurrence
of multiple states and the ways in which these groupings can dif-
fer across cultural contexts. Furthermore, the study of different
clinical syndromes can provide important insights into the ways
in which presumed patterns of cultural variation may not hold
across forms of distress (e.g., Zhou et al., 2011).
Clinical research can also inform the work of cultural
researchers by helping to refine our understanding of “cultural
scripts.” Cultural scripts have recently been discussed as a valu-
able conceptual tool in cultural-clinical psychology, as they serve
to link together cultural meanings and practices (see Ryder et al.,
2011; Ryder and Chentsova-Dutton, 2012; Ryder et al., 2012).
These scripts refer to organized units of culturally salient knowl-
edge, which can be automatically retrieved, and serve to guide
behaviors while also shaping the meaning and interpretation of
such behaviors in a given cultural context. In general terms, exam-
ination of the content and function of cultural scripts can be seen
as a central objective in cultural psychology research. We believe
that the cultural study of clinical processes offers a distinct oppor-
tunity to reveal elements and/or variants of cultural scripts that
are not easily accessed otherwise (see Ryder et al., 2011).
Examination of the concerns and experiences that are empha-
sized at times of distress within a given cultural context provides
a window into particularly salient cultural themes. Conducting
analyses at the level of individual symptoms rather than symp-
tom subscales may serve to provide a more fine-grained picture
of such themes. For example, the method employed in the current
study will allow us to examine whether Chinese outpatients con-
sistently report lower levels of psychological symptoms compared
to Euro-Canadians, or if there are a subset of such symptoms
that show a divergent pattern. Either result will carry implica-
tions for cultural researchers who study emotion, by speaking to
the extent to which the negative psychological experiences impli-
cated in depression can be understood as a tightly knit set. By
examining those specific symptoms that show particularly strong
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cultural differences, our results can help to refine our under-
standing of cultural scripts in both Chinese and Euro-Canadian
cultural contexts.
Finally, the study of clinical phenomena also offers novel con-
structs that can inform the work of cultural researchers. For
example, the distinction between typical and atypical somatic
symptoms—to be elaborated below—is rooted in clinical depres-
sion, but may well prove important for researchers studying
cultural variations in somatic awareness and the link between
somatic and emotional states (e.g., Chen et al., 2003; Tsai et al.,
2004; Dzokoto, 2010). A more nuanced examination of soma-
tization, such as in the current study, may reveal novel findings
that challenge and refine the general notion that East Asian cul-
tural contexts promote greater attention to somatic experiences as
compared to “Western” cultural contexts.
PROBLEMSWITH SYMPTOM CATEGORIES
The DSM-IV (American Psychiatric Association, 1994) diagnos-
tic criteria for major depression contain a number of somatic
symptoms, some of which have a diametrically opposed “twin”
symptom (e.g., weight loss vs. weight gain). In most of the depres-
sion studies we reviewed, symptom factors or subscales were cal-
culated for the purposes of group comparison. Somatic subscales
are almost always comprised of typical somatic symptoms, which
include weight loss, decreased appetite, insomnia, psychomotor
problems, and fatigue, with some variations in the specific item
content across studies. “Atypical” somatic symptoms—including
hypersomnia and hyperphagia (i.e., weight gain and/or increased
appetite)—are usually excluded from somatic factors for con-
ceptual as well as statistical reasons. Just as it is impossible for
weight gain and weight loss to be simultaneously endorsed as
symptoms, the inclusion of this type of item pair in a single
subscale is statistically problematic. We consequently know very
little about the cross-national distribution of atypical somatic
symptoms.
Moreover, the atypical depression (AD) subtype is rarely
studied in “non-Western” cultural contexts, even though it is
associated with higher rates of somatization in “Western” sam-
ples (Seemüller et al., 2008; Thuile et al., 2009). As defined by
DSM-IV, this depression subtype mixes atypical somatic symp-
toms with mood reactivity, heaviness in head and/or limbs,
and interpersonal rejection sensitivity. There is reasonable evi-
dence to support the co-occurrence of hypersomnia, hyperphagia,
and interpersonal rejection sensitivity, although the other two
symptoms appear problematic (Angst et al., 2006; Parker et al.,
2002). Clinical studies conducted among North American sam-
ples show that between 28.0 and 43.0% of those with unipolar
or bipolar depression meet the AD criteria (Robertson et al.,
1996; Benazzi, 1999; Akiskal and Benazzi, 2005), and the life-
time prevalence rates among community samples range from
0.7 to 4.0% (Horwath et al., 1992; Sullivan et al., 1998). In
a Hong Kong community sample, Lee and colleagues (2009)
reported that the 12 month prevalence of AD (1.3%) was simi-
lar to that found among “Western” samples. However, no study
to date has specifically examined atypical symptoms or the AD
subtype in Mainland China. In examining both typical and atyp-
ical somatic symptoms, the current study is well-positioned to
explore the AD subtype and its associated somatic symptoms,
in a cross-national clinical comparison that includes Chinese
outpatients.
SYMPTOM-LEVEL ANALYSIS
Beyond the neglect of atypical depression, the focus on broadly
defined symptom categories may have also resulted in a fail-
ure to recognize more nuanced cultural variations in depressive
presentations. Kleinman (1982) hinted in his seminal study that
even though the 87 Chinese patients diagnosed with neurasthenia
could be re-diagnosed as having DSM-defined major depression,
their symptom profile was strikingly different from what a pro-
totypical “Western” depressed patient would display. Specifically,
he pointed out that depressed mood was only endorsed by
9% of the Chinese patients, while their chief complaints were
headaches (90%), insomnia (78%), dizziness (73%), and pain
(48%). Therefore, it is important to bear in mind that depres-
sion can manifest itself in vastly different ways from one context
to another, even when DSM diagnostic criteria are being met.
Lack of attention to individual symptoms leads to an incomplete
picture of this variation.
A closer inspection of Parker and colleagues’ (2001a) find-
ings also suggests that a simple group difference in somatic
vs. psychological symptom reporting does not capture the full
story. As mentioned above, these authors found that Malaysian
Chinese outpatients were far more likely to report a somatic
symptom as their most important presenting problem, whereas
Euro-Australians were more likely to report a mood or cogni-
tive symptom. However, examination of their findings suggests
that the Malaysian Chinese group also reported a greater array
of somatic symptoms as compared to the Euro-Australians; con-
versely, the list of cognitive symptoms nominated by the Euro-
Australians was substantially longer than that of the Malaysian
Chinese. Such symptom-level differences are not captured in
analyses that rely on symptom subscales, and point toward
the value of examining symptom presentation using various
methods.
Parker and colleagues (2001a) also suggested the importance
of examining cultural variation at the level of individual symp-
toms, and employed an item response theory (IRT) approach
with the goal of determining whether their two groups differed
in the severity threshold required to endorse particular symp-
toms. Using Rasch modeling, they examined how the probability
of answering “yes” to individual symptoms related to partici-
pants’ response level on the underlying dimension of interest (i.e.,
depression). They found considerable variation between their two
groups with regards to the level of severity at which particular
symptoms were more likely than not to be endorsed. For example,
theMalaysianChinese showed a lower threshold for endorsing the
item “health problems” than their Euro-Australian counterparts,
even though the actual prevalence of this item was similar for the
two groups (76% and 66%, respectively). The Malaysian Chinese
also showed a lower threshold for reporting “chest pain”; they
were more likely to report this symptom at a lower level of depres-
sion severity as compared to the Euro-Australians. Examining
differences in the threshold required for endorsing specific symp-
toms is one approach to building a more nuanced understanding
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of cultural variations in symptom reporting, above and beyond
observed differences in symptom subscales.
DIFFERENTIAL ITEM FUNCTIONING
The discussion above makes the case for supplementing our
study of broad somatic and psychological symptom subscales
with the examination of individual symptoms or subsets of symp-
toms. The question to be answered is whether each symptom
follows the overall pattern, or whether a particular subgroup
of symptoms is primarily responsible for the observed effects.
From a statistical perspective, techniques to examine differ-
ential item functioning (DIF) are ideally suited for this task.
Broadly speaking, DIF occurs when groups vary with regards
to the probability of answering a particular question in a cer-
tain way, holding constant group differences in the total score
(Hambleton et al., 1991). DIF analysis provides an indication of
unexpected behavior by an item on a scale, and statistically iden-
tifies items that function differently from one examinee group to
another.
A variety of DIF detection methods exist, any of which
can be applied to one of two purposes. The first purpose is
to examine questions of measurement invariance across dif-
ferent groups, traditionally used in the context of test valida-
tion (Zumbo, 2007). Here, the goal is to determine whether
there are any individual items that behave so differently across
groups that they would compromise the total score to the extent
that false conclusions might be drawn from group compar-
isons. Relatively high thresholds for identifying DIF are recom-
mended for this task; small amounts of DIF, while potentially
interesting, have a minimal impact on composite scales. This
approach is a good fit for research questions where the under-
lying construct is the primary focus and individual items mat-
ter only to the extent that they are useful indicators of that
construct.
The second purpose is to specifically search for DIF that might
point to meaningful group variations worthy of further inves-
tigation. As DIF in this instance may be meaningful without
necessarily compromising total scores, lower thresholds for iden-
tifying DIF are reasonable. This second purpose is the primary
aim of the current study. Whereas Ryder and colleagues (2008)
aimed to establish an acceptable level of measurement equivalence
before proceeding to test levels of somatization and psychologiza-
tion across groups, this study aims to determine how these terms
ought to be defined. This approach is a good fit for situations
where individual items have a primary importance beyond simply
contributing to measurement of a more abstract construct. In the
current study, we therefore return to Ryder and colleagues’ (2008)
data to ask: what symptom experiences precisely characterize the
constructs of “somatization” and “psychologization” in Chinese




The Chinese sample consisted of Han Chinese psychiatric outpa-
tients, from the Neurosis Clinic of the Center for Psychological
Research, at the Second Affiliated Hospital of Hunan Medical
University, in Changsha, Hunan, People’s Republic of China 1.
Participants were recruited in the Spring and Summer of 2002.
China has a median age of 34.1 years and a life expectancy of 73.5
years (Central Intelligence Agency, 2009). The city of Changsha is
the capital of Hunan province, located in south-central China; the
metropolitan area had a population of approximately 6 million
people in 2000 (National Bureau of Statistics of China, 2002).
The hospital where the data collection took place is one of ten
keymedical colleges co-founded by theMinistry of Education and
Ministry of Health in China, and is one of the top 100 tertiary
care hospitals in the country. The Neurosis Clinic is an outpa-
tient psychiatric clinic, which was established in 1994. This clinic
is the leading site in the region for the treatment of a range of psy-
chiatric problems, including those that in North America would
be termed mood, anxiety, somatoform, and personality disorders.
Complex cases are often referred there and, by virtue of its med-
ical school affiliation, the clinic has mandates for teaching and
research as well as for clinical work. The patient base has increased
significantly over the past decade; the clinic is open 6 days a week
and receives approximately 25 patients a day, who usually self-
refer to the clinic. Licensed psychiatrists provide the majority of
clinical care, while psychology graduate students provide clini-
cal administration services. It is worth noting that by having a
catchment area that is predominantly a modernized urban center,
comparisons with a North American setting are expected to yield
smaller cultural differences than may be found in less urbanized
Chinese sites.
Prior to their first visit to the Neurosis clinic, clients are
assessed by a brief telephone interview in order to help determine
their treatment eligibility. Those with severe psychiatric disorders
are referred to the Inpatient Psychiatry Department of the hos-
pital. Clinic appointments consist of a clinical interview, which
is sometimes supplemented by psychological assessment tools,
followed by the prescription of psychopharmacological and/or
psychological interventions. Patients may return to the clinic for
follow-up sessions based on clinical necessity.
With regards to the broader mental health system in which this
site is situated, the vast majority of mental health professionals
in China are psychiatrists or psychiatric nurses, with few clinical
psychologists and social workers, and no occupational therapists.
Psychiatrists and licensed psychiatric nurses are accredited by
the Ministry of Health, psychological counselors by the Ministry
of Human Resources and Social Security, and psychotherapists
by both Ministries. According to the 2011 Mental Health Atlas
from the World Health Organization (WHO, 2011), China has
approximately 1.5 psychiatrists, 2.7 nurses, and 0.2 psycholo-
gists working in the mental health sector per 100,000 population.
Contrast these numbers with Canada, where there are 12.6 psy-
chiatrists, 65.0 nurses, and 46.6 psychologists in the mental health
sector per 100,000 population. These numbers highlight the sub-
stantial personnel shortages facing China’s mental health system,
which currently represents one of the system’s greatest challenges
1Both the clinic and affiliated university have had name changes since the time
of the original data collection, and this setting is now the Psychology Clinic of
the Medical Psychological Research Institute at the Second Xiangya Hospital,
Central South University.
www.frontiersin.org June 2013 | Volume 4 | Article 377 | 5
Dere et al. Beyond “somatization” and “psychologization”
(Liu et al., 2011). These statistics suggest that patients in China
who have received formalized mental health services represent
a more select minority than those in Canada. However, these
statistics cannot speak to the potential role of alternative types of
practitioners and services, such as Traditional Chinese Medicine,
in providing mental health care in China; these numbers simi-
larly exclude such practitioners from the Canadian mental health
service landscape.
Toronto
The Canadian sample consisted of Euro-Canadian psychiatric
outpatients from the Depression Clinic of the Mood and Anxiety
Program, at the Centre for Addiction and Mental Health in
Toronto, Ontario, Canada. Participants were recruited in the
Spring and Summer of 2002. Canada has a median age of 40.4
years and a life expectancy of 81.2 years (Central Intelligence
Agency, 2009). The city of Toronto serves as the capital of
the province of Ontario, located in east-central Canada; the
metropolitan area had a population of approximately 4.7 mil-
lion people in 2001 (Statistics Canada, 2010). Like the Neurosis
Clinic in Changsha, the Mood and Anxiety Program is the fore-
most site for the treatment of mood and anxiety disorders in
the region, and is also an active clinical training and research
setting.
The Centre for Addiction and Mental Health (CAMH) is
one of Canada’s foremost institutions for mental health care,
with research and teaching mandates through its affiliation with
the University of Toronto. Data were collected at a CAMH
site that has traditionally emphasized research combined with
outpatient care and short-term inpatient care. This particular
site is next to the university and close to the central busi-
ness district, in a mixed-use multi-ethnic neighborhood. The
depression clinic is part of the Mood and Anxiety Program,
and is the leading site in the region for the treatment of
major depressive disorder and dysthymic disorder. Many of
the clinic’s patients also have co-morbid anxiety, personality,
and/or somatoform disorders, although there are also special-
ized anxiety and personality disorder clinics for patients who
do not have a primary depressive diagnosis. Complex cases are
often referred to the clinic, sometimes including particularly
treatment-resistant patients from other parts of the province
of Ontario. Psychopharmacological interventions are delivered
by licensed psychiatrists, and cognitive-behavioral and interper-
sonal interventions are primarily delivered by licensed clinical
psychologists.
Patients are referred to the clinic, generally by family physi-
cians who are encouraged to ensure that the patient has a
primary diagnosis of depression. Data collection took place as
part of a screening procedure for new referrals to the clinic;
patients who did not meet criteria for depression, or who
showed evidence of psychosis, history of mania, substance use,
or neurocognitive problems were referred on to the appropri-
ate clinics at CAMH. Some patients are seen only once, with
recommendations sent back to the treating physician. Other
patients return to the clinic for one or more follow-up sessions
based on clinical need and the mode of intervention chosen.
Provided that patients are citizens or permanent residents of
Canada, payment for services is covered by government-run
health insurance.
Site equivalence
The two sites were selected in order to maximize comparabil-
ity without effacing important cultural variation. Both sites are
university-affiliated, are located in the urban cores of provincial
capitals of roughly similar size, are well-known and well-regarded
in their respective regions, and provide diagnostic and psycho-
logical assessment, psychopharmacology, and psychotherapy to
patients. However, they also differ in several potentially impor-
tant respects. The site in Changsha is part of a general hospital,
takes primarily self-referrals, and specializes in “neurosis”; the
site in Toronto is identified as a specifically psychiatric facility,
takes primarily physician-referrals, and specializes in “depres-
sion.” This last difference in particular has the potential to
greatly influence the kinds of patients that might be included
in the two study samples, with pure anxiety and personality
disorder cases being seen in Changsha and referred elsewhere
in Toronto. Ryder and colleagues (2008) describe the measures
taken to lessen this problem. In brief, only patients with at
least one of the core symptoms of depression or neurasthenia,
across three classification systems, were included in the final study
sample.
PARTICIPANTS
Potential participants at both sites had tomeet the following crite-
ria for inclusion in the study: (a) no current evidence of psychosis,
mania, or cognitive impairment; (b) aged between 18 and 65;
and (c) living within the metropolitan area served by the rele-
vant clinic. Furthermore, as mentioned above, all participants in
the final study samples had to endorse at least one core symptom
of depression or neurasthenia, across the DSM-IV, International
Classification of Diseases (ICD-10; World Health Organization,
1992), and Chinese Classification of Mental Disorders (CCMD-2-
R; Chinese Medical Association and Nanjing Medical University,
1995) classification systems. The use of these inclusion criteria
avoided the limitations of using a single diagnostic category or
classification system, which are culturally shaped and therefore
can impose culturally biased definitions of disorder and distress.
Further details regarding participant recruitment, response rates,
and sample characteristics are reported by Ryder and colleagues
(2008).
The final Chinese sample was composed of 175 outpa-
tients, including 80 men and 95 women, with a mean age
of 31 years (SD = 11). Of these, 45 (25.7%) had less than a
secondary school education, 68 (38.9%) had completed sec-
ondary school, and 62 (35.4%) had completed at least one
post-secondary degree. A majority of the participants (81.7%)
had received some form of formal treatment in the previous
month. Somewhat less than half of the participants (42.3%), first
sought formal help for their current problem during that previous
month.
The final Euro-Canadian sample was composed of 107 out-
patients, including 46 men and 61 women, with a mean age of
36 years (SD = 10). Of these, 9 (8.4%) had less than a secondary
school education, 31 (29.0%) had completed secondary school,
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and 67 (62.6%) had completed at least one post-secondary degree
2. A majority of participants (79.4%) had received some form of
formal treatment in the previous month, while a minority of par-
ticipants (21.5%) had first sought help for their current problem
during that month.
INTERVIEW
As described by Ryder and colleagues (2008), all partici-
pants completed a clinical interview, which consisted of (a) a
Spontaneous Problem Report (SPR) and (b) a Structured Clinical
Interview (SCI). The SPR elicited participants’ reasons for seeking
treatment in an open-ended manner. The first four symptoms or
problems reported by each participant were coded into symptom
categories, and these categories were grouped into broader symp-
tom classes (i.e., psychological, typical somatic, atypical somatic;
see Ryder et al., 2008).
The SCI consisted of a modified version of the Structured
Clinical Interview for DSM–IV, Axis I, Patient Version, modules
for mood disorders (SCID; First et al., 1997). Key modifica-
tions were (a) the addition of symptom criteria for depression
and neurasthenia from the ICD-10 and the CCMD-2-R; (b) the
assessment of all symptoms, regardless of syndrome criteria; and
(c) the use of an expanded 0–3 rating scale, to allow for dimen-
sional assessment of symptom severity. Further details regarding
the development of the SCI are reported by Ryder and colleagues
(2008).
ANALYSES
In line with the objectives of their original study, Ryder and
colleagues (2008) created psychological and somatic symptom
subscales based on the symptoms contained in the SCI, using both
a coding scheme and principal axis factor analysis. The current
study uses the individual items from these authors’ original symp-
tom subscales, to examine cultural variations in the reporting
of individual psychological and somatic symptoms. The individ-
ual psychological symptoms are suppressed emotions, depressed
mood, suicidality, worthlessness/guilt, social avoidance, low self-
esteem, loss of interest, and hopelessness. Eight typical somatic
symptoms and four reversed (atypical) somatic symptoms were
examined in the current study. The typical somatic symp-
toms were fatigue, psychomotor retardation, insomnia, appetite
decrease, weight loss, dizziness, weakness, and pain; the atypical
somatic symptoms were weight gain, appetite gain, hypersomnia,
and psychomotor agitation.
2As reported by Ryder and colleagues (2008), the Euro-Canadian group had a
significantly higher education level as compared to the Chinese group. Ryder
and colleagues (2008) included education as a covariate in follow-up analy-
ses examining the group differences in somatic and psychological symptom
reporting, and found no change in the pattern of results with the SCI sub-
scales. At the suggestion of a reviewer, we further explored the potential
role of education level in our findings by conducting correlational analyses
(Spearman’s rho) between education and the somatic and psychological SCI
subscales, separately in the two cultural groups. The only significant correla-
tion was between education and somatic symptom reporting in the Chinese
group (r = −0.21, p < 0.01). Combined with the findings of Ryder and col-
leagues (2008), these results suggests that the difference in education level
between the two groups does not represent a significant confound.
In order to assess whether particular SCI symptoms (reflected
by individual items) behaved differently in the two samples,
we conducted analyses using the standardized mean difference
technique to assess for DIF among the psychological and typ-
ical somatic symptoms. Adjusted means for each individual
psychological or typical somatic symptom were calculated by
controlling for the appropriate total subscale score; this pro-
cedure was conducted for each cultural group separately. For
each symptom, the group difference between the adjusted means
was then calculated, and expressed as an effect size (Cohen’s
d). Statistically significant effect sizes at the p < 0.05 level sig-
naled significant DIF. Items with significant DIF were then
removed one-by-one from the total subscale score, beginning
with the item displaying the largest effect size. Adjusted means
for the remaining items were then re-calculated, along with the
group differences on these new adjusted means. This proce-
dure was conducted until none of the remaining items displayed
significant DIF.
As there were too few atypical somatic symptoms on the SCI to
conduct DIF analyses, individual chi-square tests were conducted
to examine group differences in these symptoms. Depending
on the results of these analyses, further examination of atypical
depression was planned. Specifically, a cross-cultural comparison
of the number of outpatients meeting criteria for the AD subtype
was planned in the event of consistent group differences in the
relevant atypical somatic symptoms.
The SPR results were analyzed as a follow-up to the analy-
sis of the SCI symptoms. Chi-square analyses were conducted to
examine group differences in the percentage of participants who
spontaneously reported specific somatic and psychological symp-
toms of interest, in order to complement the DIF and chi-square
SCI results. These analyses allowed some examination of the pos-
sibility that any DIF findings may be limited to the assessment
modality of a structured interview, and offered the opportunity
for internal replication of findings regarding specific symptoms.
RESULTS
SOMATIC SYMPTOMS
As previously reported by Ryder and colleagues (2008), the
Chinese outpatients reported significantly higher levels of typi-
cal somatic symptoms, as compared to the Euro-Canadians. The
focus of the current analyses was whether or not this pattern of
overall symptom reporting would hold true across the individ-
ual symptoms. Inspection of the raw means of each symptom
indicated that all typical somatic symptoms showed the expected
pattern of cross-cultural difference with the exception of pain,
which showed essentially no group difference. However, the sim-
ple comparison of raw itemmeans is not an appropriate analytical
technique, since it is known that the two groups differ in their
overall reporting of typical somatic symptoms. In order to under-
stand whether or not particular symptoms are indeed behaving
differently than the rest, we need to adjust for overall symptom
reporting by controlling for the total subscale score, as described
above.
None of the typical somatic symptoms showed statisti-
cally significant DIF, based on the magnitude of their respec-
tive effect sizes (see Figure 1). The effect sizes ranged from
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d = −0.20 to 0.21. In light of the lack of statistical signifi-
cance, no further DIF analyses were conducted on this set of
symptoms.
Chi-square analyses of the atypical somatic symptoms from
the SCI showed an unanticipated pattern of results. In contrast to
the general pattern of Chinese outpatients endorsing higher levels
of somatic symptoms, Euro-Canadian outpatients endorsed three
out of the four atypical somatic symptoms significantly more
often than did the Chinese. As shown in Table 1, Euro-Canadian
outpatients were significantly more likely to report weight gain,
appetite gain, and hypersomnia, as compared to the Chinese.
Intriguingly, these three atypical somatic symptoms are among
the diagnostic symptoms of atypical depression (AD).
This pattern of results prompted a follow-up chi-square anal-
ysis to examine and compare rates of AD in our two groups. In
order to calculate the number of participants in each group who
met criteria for AD, the subgroup of participants who met crite-
ria for aDSM-IV defined major depressive episode (MDE) had to
first be calculated. Eighty-seven Chinese and 69 Euro-Canadians
met the DSM-IV criteria for an MDE, and were therefore eval-
uated further to determine whether they met criteria for the
AD specifier. Participants qualified for this specifier when two
additional criteria were met. First, mood reactivity in response
to positive events had to be endorsed. Second, two or more of
the following features also had to be endorsed: (1) significant
weight gain or increase in appetite; (2) hypersomnia; (3) heavy
or leaden feelings in arms or legs; and (4) a long-standing pat-
tern of interpersonal rejection sensitivity, leading to significant
social or occupational impairment. Among those participants
who met criteria for a DSM-IV-defined MDE, Euro-Canadians
were significantly more likely than their Chinese counterparts to
meet criteria for a diagnosis of the AD subtype (17.4% vs. 4.6%,
X2 = 6.84, p < 0.01).
Using the SPR, we then examined the percentage of partic-
ipants in the two cultural groups who spontaneously reported
the somatic symptoms that emerged as potentially important
based on the SCI analyses. In the DIF analysis of the SCI, fatigue
and pain demonstrated the largest effect sizes, although nei-
ther reached conventional levels of significance. Similarly, on
the SPR, neither of these symptoms showed a significant group
difference. Approximately one quarter of participants reported
fatigue in each group (21.14% of Chinese and 28.04% of Euro-
Canadians; X2 = 1.77, ns), and just under 10% of participants in
Table 1 | Atypical somatic symptoms based on the SCI.
Changsha % Toronto % X2
(n = 175) (n = 107)
Weight gain 1.71 15.89 20.24**
Appetite gain 1.14 11.21 14.28**
Hypersomnia 5.71 17.76 10.44**
Psychomotor agitation 22.29 18.69 0.52
SCI, Structured Clinical Interview.
**p ≤ 0.01.
FIGURE 1 | Group difference in the adjusted means of individual typical somatic symptoms from the Structured Clinical Interview (SCI), expressed as
an effect size (Cohen’s d ).
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each group reported pain (9.71% of Chinese and 9.35% of Euro-
Canadians; X2 = 0.01, ns). For the atypical somatic symptoms
of increased appetite and hypersomnia, the SPR results paral-
leled the chi-square analyses of the SCI data, with greater rates
of spontaneous reporting among the Euro-Canadians. However,
very few participants across both groups spontaneously reported
either of these symptoms. Four Euro-Canadians (3.74%) and no
Chinese reported increased appetite (X2 = 6.64, p < 0.01), while
four Euro-Canadians (3.74%) and one Chinese (0.57%) reported
hypersomnia (X2 = 3.82, p < 0.05).
PSYCHOLOGICAL SYMPTOMS
The analysis of the psychological symptoms largely paralleled
that conducted for the somatic symptoms, though without the
typical/atypical distinction. As previously reported by Ryder
and colleagues (2008), the Chinese outpatients reported sig-
nificantly fewer psychological symptoms overall, as compared
to the Euro-Canadians. Inspection of the raw means of the
individual symptoms that constitute the psychological subscale
suggested divergent patterns across the symptoms. Although
the majority of these symptoms followed the overall pattern
of lower levels among the Chinese sample, the magnitude
of group difference varied across symptoms, with “hopeless-
ness” showing the largest group difference. Furthermore, two
symptoms—depressed mood and suppressed emotions—stood
out, as they demonstrated the opposite pattern, with some-
what higher endorsement in the Chinese group. However, as
we argued earlier, overall psychological symptom reporting must
be taken into account before interpreting these apparent differ-
ences across the individual symptoms; hence the need for the DIF
analysis.
The DIF analysis revealed that three psychological
symptoms—suppressed emotions, depressed mood, and
hopelessness—showed statistically significant DIF (see Figure 2).
The Chinese reported particularly high levels of suppressed
emotions and depressed mood, relative to their overall reporting
of psychological symptoms. The group difference on the adjusted
means of these two symptoms had large effect sizes (Cohen’s d of
−0.55 and −0.42, respectively). Meanwhile, the Euro-Canadians
reported particularly high levels of hopelessness relative to their
overall levels of psychological symptom reporting, with the
group difference for this item having a large effect size (Cohen’s
d = −0.38). Therefore, controlling for overall psychological
symptom reporting, Chinese participants reported higher levels
of affective symptoms (suppressed emotions, depressed mood),
whereas Euro-Canadian participants seemed to report higher
levels of symptoms related to the cognitive elaboration of
emotional distress (e.g., hopelessness).
Following the initial DIF analysis, we proceeded to remove
symptoms with significant DIF from the subscale one at a time,
based on magnitude of effect size. With the removal of sup-
pressed emotions from the total subscale and item-level analysis,
depressed mood continued to show significant DIF (Cohen’s d =
−0.50), whereas hopelessness was no longer significant (Cohen’s
d = 0.31). With the removal of both depressed mood and
suppressed emotions, there was no further evidence of significant
DIF for any of the remaining items.
In order to supplement these findings, we examined the extent
to which the Chinese and Euro-Canadian outpatients sponta-
neously reported the three symptoms of interest from the DIF
analysis of the SCI symptoms (depressed mood, suppressed emo-
tions, and hopelessness). We were particularly interested in the
FIGURE 2 | Group difference in the adjusted means of individual psychological symptoms from the Structured Clinical Interview (SCI), expressed as
an effect size (Cohen’s d ). ∗p < 0.05.
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extent to which Chinese outpatients spontaneously reported
depressed mood, in light of the discrepancy between the tra-
ditional notion that people of Chinese heritage are reluctant
to report emotional distress and the DIF finding of rela-
tively high levels of depressed mood being reported among the
Chinese outpatients. Chi-square analyses revealed no significant
group difference in spontaneously reported depressed mood,
with 56% of Chinese and 48.6% of Euro-Canadians report-
ing this symptom on the SPR (X2 = 1.46, ns). This result is
quite surprising given the central role that denial of depressed
mood plays in descriptions of Chinese symptom presenta-
tions; however, this result is consistent with the DIF findings
in that depressed mood did not follow the overall pattern of
lower levels of psychological symptom reporting in the Chinese
group.
Although the spontaneous reporting of suppressed emotions
was very low in both groups, a greater percentage of Chinese
outpatients reported this symptom as compared to the Euro-
Canadians (5.1% vs. 0.9%), in line with the DIF results; however,
the chi-square analysis was not statistically significant (X2 =
3.44, ns). Finally, the spontaneous reporting of hopelessness
also fit with the DIF results. A significantly greater percent-
age of Euro-Canadians spontaneously reported this symptom
than the Chinese (8.4% vs. 1.1%; X2 = 9.36, p < 0.01). These
results strengthen the DIF findings by suggesting that Chinese
outpatients report comparable or higher levels of affect-related
symptoms as compared to Euro-Canadians not only when asked
structured interview questions, but also when spontaneously
reporting their symptoms.
DISCUSSION
“Somatization” and “psychologization,” in recent understand-
ings, describe the tendency to emphasize somatic or psychological
symptoms when presenting psychopathology. The assumption
here is that there is something in general about somatic symptoms
or psychological symptoms that lead them to be emphasized, as
a set. Our aim was to determine whether this assumption holds
true, or whether a narrower subset of symptoms are responsi-
ble for observed cultural variation in comparisons of Chinese
and “Western” samples. Is the traditional idea of neurasthe-
nia in China reflected in particularly high rates of fatigue and
insomnia in Chinese vs. “Western” depressed psychiatric out-
patients? Are Chinese patients particularly unlikely to endorse
depressed mood? Are the reversed, atypical symptoms simply
additional examples of somatic symptoms or do they show their
own pattern of cultural variation? We sought to examine such
questions.
DIF analysis of the typical somatic symptoms found no spe-
cific symptoms that showed a significantly divergent pattern
from the overall subscale. We observed striking cultural vari-
ation for the reversed somatic symptoms, however, such that
Euro-Canadian participants reported significantly higher levels of
weight and appetite gain and hypersomnia. As these symptoms
are part of the atypical depression subtype described in DSM-IV,
we compared rates of this subtype in the two samples and found
that atypical depression was considerably more common among
the Euro-Canadians. Higher rates of reversed somatic symptoms
and of atypical depression in Euro-Canadian outpatients, com-
pared with Chinese outpatients, suggest that there may be forms
of somatization that are more common in “Western” contexts.
Given the association between atypical depression and somati-
zation discussed earlier, these results underscore the need for
caution when claiming that particular cultural groups “somatize”
in general.
One possible explanation for this unexpected finding is that
atypical depression reflects a particular personality style that is
more common in some cultural milieus than in others. Atypical
depression is unusual among Axis I diagnostic categories in that
one of its symptoms is a personality trait: a longstanding pat-
tern of interpersonal rejection sensitivity, which may be a better
indicator for detecting atypical depression than mood reactivity,
its current primary symptom (Parker, 2007; Thase, 2009). There
is evidence that although there are higher rates of shyness and
other normal interpersonal concerns in Chinese cultural contexts,
clinically significant symptoms of interpersonal dysfunction are
less common (Zhou et al., 2011). Given that this trait is asso-
ciated with a pattern of reversed somatic symptoms, at least in
“Western” samples (Parker et al., 2002; Angst et al., 2006), cul-
tural variation in personality may drive this particular form of
somatization. Another possibility, however, is that these find-
ings are a consequence of using a clinical sample—it may be
that reversed somatic symptoms and the atypical syndrome are
less likely to be identified as problems requiring mental health
intervention in the Chinese cultural context. Future research will
be required to determine whether the source of this variation
lies in symptom presentation or patterns of help-seeking. Such
work would benefit, moreover, from direct assessment of partici-
pants’ physical health, as our interpretations of somatic symptom
differences—whether typical or atypical—remain limited by a
lack of such information in the current study (see Kohrt et al.,
2005).
Turning to psychologization, Chinese participants reported
significantly higher levels of suppressed emotions and depressed
mood after controlling for the overall tendency of Euro-Canadian
participants to report more psychological symptoms. Once these
symptoms were removed from the psychological symptom set,
there was no further evidence of DIF. The “suppressed emotions”
item merits a brief comment, as the label may be misleading. This
symptom was assessed with the interview question: “have you
been feeling like you no longer have emotional responses to events
that would normally affect you emotionally?” Therefore, although
endorsement of this item signifies a lack of emotional responding,
it also reflects attention to one’s emotional life and a willing-
ness to report shifts in one’s emotional experiences. Combined
with the pattern of endorsement of depressed mood, these results
call into question the common assumption that Chinese patients
are unwilling to discuss emotional distress or emotion-related
symptomatology.
Indeed, although our research generally supports long-
established cultural variations in symptom presentation, these
more detailed findings show that the picture has changed in
some important ways. In Kleinman’s (1982) original study, semi-
structured interview techniques were used to carefully probe
the symptom experiences of neurasthenia patients, leading to
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a re-diagnosis of most cases with some form of depression.
Nonetheless, the spontaneously reported presenting complaints
and unstructured accounts of most of these patients empha-
sized somatic symptoms with a minimal role for depressed mood,
reflecting a neurasthenia script held by patients andChinesemen-
tal health professionals at the time. We conducted our research
at the same facility, a quarter-century or so later, where the
neurasthenia diagnosis is now rarely used. Although the patients
still emphasized somatic symptoms relative to a Euro-Canadian
comparison group, their symptom presentation tended not to
follow the older neurasthenia script. Instead, the patients’ spon-
taneous reports reveal a script that includes depressed mood,
described with words that are at least roughly equivalent to
“depressed” and “sad.” Emphasis on the somatic is not mini-
mization or denial of depressed mood. Available cultural scripts
for the presentation of emotional distress and social suffering
appear to have changed markedly over a generation (Ryder et al.,
2012).
The psychological symptom emphasis observed in Euro-
Canadian relative to Chinese psychiatric outpatients relates more
to the cognitive elaboration of emotional distress rather than to
variation in whether such distress is reported in the first place:
symptoms such as hopelessness are central to this pattern of cul-
tural variation, whereas depressed mood is not. This distinction
may be attributable to the relative importance placed on emo-
tional experience and expression in the two cultural contexts.
Cultural scripts shape the ways in which people attend and react
to particular experiences marked as important in some way. In
some cases pathological loops can form, where attention to a par-
ticular symptom can accentuate its severity and give rise to related
symptoms (Ryder and Chentsova-Dutton, 2012). Symptoms such
as hopelessness may be particularly common in cultural con-
texts that foster cognitive and behavioral elaboration of negative
emotional states.
Again, however, the sample composition places limits on
interpretation. This study was conducted in psychiatric clinical
samples where participants were already identified as suffering
from some kind of mental health problem. Denial or minimiza-
tion of depressed mood may be more common in, for example,
general practice or internal medicine contexts where a subset
of patients may be depressed, but with the depression unrec-
ognized due to a paucity of psychological symptoms. Chinese
patients in rural areas, with lower exposure to modern technolo-
gies and “Western” ideas about psychopathology, may also exhibit
a stronger tendency to not endorse depressed mood. Studies con-
ducted in different contexts, with different kinds of samples, will
be necessary to address these possibilities.
What this research does suggest is that there is value in consid-
ering affective and cognitive psychologization as somewhat differ-
ent phenomena, at least when considering Chinese vs. “Western”
comparisons. On the one hand, these two symptom sets are highly
correlated, loading on a single factor, and their DIF is not pro-
nounced enough to preclude cultural comparison using a single
composite scale (Ryder et al., 2008). Nonetheless, there may be
sufficient variation in the cultural meaning attributed to emo-
tional and cognitive symptoms that research in this area would
be well-served by instruments that can effectively separate them.
Indeed, recognizing this affective vs. cognitive distinction is in line
with other recent work in cultural psychology (e.g., Ma-Kellams
et al., 2011). There is already evidence that psychologization is
a consistently stronger effect than somatization when compar-
ing Chinese and “Western” samples (Parker et al., 2001a; Ryder
et al., 2008), and it is possible that this effect was actually under-
estimated due to the inclusion of affective symptoms such as
depressed mood. Separate consideration of these symptom classes
would allow future researchers to begin the process of unpack-
ing the underlying cultural mechanisms that explain variations
specific to cognitive symptoms.
Indeed, a notable weakness of the current analyses is the lack
of methodological unpacking of possible cultural explanations.
We are committed to a vision of cultural-clinical psychology in
which potential explanations for observed variations are tested
directly rather than offered on a post-hoc basis (Ryder and Dere,
2010; Ryder et al., 2011). Indeed, the original study boasted
exactly this approach, showing that cultural variation in soma-
tization could be partially explained by externally-oriented think-
ing (see Ryder et al., 2008). Recent studies have further shown
that variation in externally-oriented thinking can be explained in
part by differences in cultural values (Dere et al., 2012, 2013).
Unfortunately, this approach is only possible when one begins
with clear explanatory hypotheses. The current analyses were
not specifically designed to unpack cultural variation in atypical
depression or cognitive psychologization. The next step for future
research is to directly test possible explanations for the results
that have emerged here. We therefore conclude with some specific
proposals as to how this might be done, with the aim of promot-
ing future advances in cultural-clinical psychology as applied to
depression.
Studies designed to help explain and build upon the current
pattern of results should be informed by other recent cultural
psychology studies of depression. Work by Chentsova-Dutton
and colleagues (Chentsova-Dutton et al., 2007, 2010) on the
cultural norm hypothesis is particularly relevant. This hypothe-
sis posits that depression impairs people’s ability to successfully
enact cultural emotion norms and, therefore, that those with
depression will display patterns of emotional responding that
diverge from their cultural ideals. Support for this hypothesis
has been found in two samples of depressed and non-depressed
Euro-Americans and Asian-Americans, using an experimental
research design with emotion eliciting film clips. Depressed Euro-
Americans showed dampened emotional responding compared
to non-depressed controls, countering cultural norms emphasiz-
ing open emotional expression. Depressed Asian-Americans, by
contrast, showed similar or greater emotional responding com-
pared to non-depressed controls, countering cultural norms of
emotional moderation. This work suggests that studying emo-
tional reactivity in depression can help us to better understand
normative cultural expectations regarding emotion, thereby illus-
trating an important objective of cultural-clinical psychology
research.
Although relevant, Chentsova-Dutton and colleagues’ (2007,
2010) conclusions do not clearly align with the current find-
ings. We found that Chinese outpatients reported higher levels of
suppressed emotions, which seems to be in line with, rather than
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counter to, local emotion norms. This seeming challenge to the
cultural norm hypothesis might be attributable to several possible
explanations, including substantial differences in study method-
ology andmode of reporting, as well as sample differences. Future
work seeking to reconcile these lines of research, perhaps by inte-
grating an experimental design with the examination of specific
symptom reporting, would be valuable to the cultural study of
depression.
Although a promising line of recent research, work on the
cultural norm hypothesis currently also lacks the inclusion
of “unpacking” variables. From a theoretical perspective, rele-
vant explanatory variables should include culturally-based values
regarding emotional expression. The role of such values in medi-
ating emotional responding in the context of depression has not
yet been examined. Here, the work of Mauss and colleagues
(Mauss and Butler, 2010; Mauss et al., 2010) on emotion control
values (ECVs) merits attention. ECVs refer to the extent to which
one believes that people should generally control their emotions,
and tend to be more strongly endorsed by Asian- as compared
to Euro-Americans. Such values may also provide important
explanatory power regarding the current findings. In particular,
the assessment of emotion related values might help to clarify
cultural variations in the reporting of affective vs. cognitive psy-
chological symptoms. Future work would therefore benefit from
the integration of these recent lines of research, with the aim of
moving beyond demonstration of cultural differences in depres-
sive symptom reporting or emotional responding, and toward
explanatory models of such differences.
Finally, in addition to the need for integration with other
recent work in this area, the current findings also point toward
a number of new lines of inquiry. In particular, studies seeking to
explain the divergent pattern of results between typical and atypi-
cal somatic symptom reporting are likely to offer novel insights
into our understanding of cultural variations in somatization.
Drawing on the recent discussion of Chinese somatization by
Ryder and Chentsova-Dutton (2012), potential explanatory vari-
ables to consider include perceived stigma, access and barriers to
services, perceived thresholds of symptom severity, and measures
that tap into attentional processes. Studies examining the role
of attentional processes could build on previous findings regard-
ing externally-oriented thinking as mentioned above (Dere et al.,
2012, 2013; Ryder et al., 2008), as well as relevant work on cul-
tural differences in somatic- vs. affective-focused attention (e.g.,
Chen et al., 2003; Dzokoto, 2010). Such work has the potential to
make a significant contribution not only to the cultural literature
on somatization and depressive symptom presentation, but also
to our understanding of cultural scripts regarding emotion and
the body at times of profound distress.
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